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Background: Reproducibility of different immobilization systems, which may affect set-up errors, remains uncertain.
Immobilization systems and their corresponding set-up errors influence the clinical target volume to planning target
volume (CTV-PTV) margins and thus may result in undesirable treatment outcomes. This study compared the
reproducibility of patient positioning with Hipfix system and whole body alpha cradle with respect to localized prostate
cancer and investigated the existing CTV-PTV margins in the clinical oncology departments of two hospitals.
Methods: Forty sets of data of patients with localized T1-T3 prostate cancer were randomly selected from two regional
hospitals, with 20 patients immobilized by a whole-body alpha cradle system and 20 by a thermoplastic Hipfix system.
Seven sets of the anterior-posterior (AP), cranial-caudal (CC) and medial-lateral (ML) deviations were collected from each
patient. The reproducibility of patient positioning within the two hospitals was compared using a total vector error
(TVE) parameter. In addition, CTV-PTV margins were computed using van Herk’s formula. The resulting values were
compared to the current CTV-PTV margins in both hospitals.
Results: The TVE values were 5.1 and 2.8 mm for the Hipfix and the whole-body alpha cradle systems respectively. TVE
associated with the whole-body alpha cradle system was found to be significantly less than the Hipfix system (p < 0.05).
The CC axis in the Hipfix system attained the highest frequency of large (23.6%) and serious (7.9%) set-up errors. The
calculated CTV to PTV margin was 8.3, 1.9 and 2.3 mm for the Hipfix system, and 2.1, 3.4 and 1.8 mm for the whole
body alpha cradle in CC, ML and AP axes respectively. All but one (CC axis using Hipfix) margin calculated did not
exceed the corresponding hospital protocol. The whole body alpha cradle system was found to be significantly better
than the Hipfix system in terms of reproducibility (p < 0.05), especially in the CC axis.
Conclusions: The whole body alpha cradle system was more reproducible than the Hipfix system. In particular, the
difference in CC axis contributed most to the results and the current CC margin for the Hipfix system might be
considered as inadequate.
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Incidence
Prostate carcinoma is one of the most prevailing malig-
nant diseases in men [1]. Recently, findings have indicated
that prostate cancer, which accounted for 10.7% of all can-
cers in 2010, is ranked third among all male cancers in
Hong Kong [2]. However, compared with other malignan-
cies, prostate tumours are comparatively of torpid pro-
gress and are less prone to metastasize. Thus, they are less
prone to cause significant morbidity and mortality [3].
With advancements in diagnostic technology, such as the* Correspondence: htpwhite@polyu.edu.hk
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reproduction in any medium, provided the ormeasurement of serum prostate-specific antigen (PSA),
early stage, localized prostate cancer is usually detected
[4]. Hence, according to the National Cancer Institute [5],
81% of prostate cancer patients present with localized dis-
ease. As a result, because of its high incidence and low
mortality rate, localized prostate cancer is worth investi-
gating and its management is of paramount significance.Radiotherapy techniques
Along with radical prostatectomy, one of the two major
standard curative treatments, external beam radiother-
apy (EBRT) is a more prevalent curative treatment mo-
dality for localized prostate cancer [6]. With similartd. This is an open access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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better performance in minimising side-effects such as in-
continence and impotence [8,9]. For prostate EBRT, rec-
tum, small bowel, bladder, bilateral femoral heads and
penile bulb are incorporated in organs-at-risk (OARs) [9].
Among the sophisticated EBRT techniques, including
intensity-modulated radiotherapy (IMRT), volumetric-
modulated arc therapy (VMAT) is often used in treating
localized prostate cancer due to its relatively short treat-
ment delivery time, higher dose conformity and homogen-
eity [10,11], as well as better OARs sparing [6]. VMAT is a
special type of dynamic IMRT which allows four parame-
ters to modulate simultaneously, which include gantry ro-
tation speed, output rate (dose rate), multi-leaf collimator
(MLC) orientation and leaf speed [12-14]. In Hong Kong,
the current commercially available VMAT is RapidArc
(RA) by Varian Medical Systems and, as such, VMAT and
RapidArc are used interchangeably in this study.
Effective utilization of VMAT technique relies on highly
accurate radiation delivery [15] and inaccurate positioning
may result in under-dosage of the treatment target volume
[16]. Therefore, as the significance of immobilization to
set-up reproducibility, which is determined by the shift of
isocentre [17], has been well documented and ascertained
in numerous studies [17-22], a rigid and reliable immo-
bilization system is required [23] to enhance the efficacy
of VMAT.
Immobilization device accuracy
One study previously compared the set-up reproducibil-
ity between a conventional treatment position (CTP)
and an immobilization system (IMS) [24]. CTP provided
immobilization of patients through a foam head pad and
standard ankle stocks, while IMS allowed patients to lie
on a customized cushion supporting them from iliac
crests to upper thighs. Despite the minor increment of
patient comfort using IMS, the study did not prove any
enhancement in treatment accuracy.
Another study compared the effectiveness of immobi-
lization of the legs with alpha-cradle and that of the pelvis
and abdomen with alpha-cradle in terms of a retrievable set-
up [23]. Results manifested improved reproducibility of posi-
tioning of patients using alpha-cradle leg immobilization
over the latter. However, a similar study [16], which com-
pared the set-up reliability of: 1) a leg cushion, 2) a whole
body alpha cradle, and 3) a thermoplastic Hipfix system, had
completely contrasting results. It was concluded that the dif-
ferences in reproducibility of the three patient immobi-
lization devices were statistically significant. In particular, the
Hipfix, which was an immobilization system surrounding
the abdominal and pelvic region, performed best in terms of
set-up error reduction.
Song et al. [25] further refined these results. Using
no immobilization versus four immobilization systems,including: 1) alpha-cradle from waist to upper thigh, 2)
alpha-cradle from hip to knee, 3) a leg cushion, and 4) a
thermoplastic cast surrounding the entire abdomen and
pelvis to the mid-thigh with alpha-cradle immobilization
of lower legs and feet, comparisons were made in terms
of the variability in positioning obese patients throughout
the radiotherapy course. No significant reduction in over-
all patient movement by any of the four immobilization
systems was shown, although the thermoplastic cast
immobilization system performed better in two directions
(anterior-posterior and cranial-caudal). Alarmingly, the
study emphasized a lack of optimal immobilization and
patient positioning systems in treating prostate cancer
with EBRT.
Therefore, comparisons between the effectiveness of
various immobilization devices remain inadequate and
inconsistent [16], at least for supine patients [23], al-
though research has demonstrated greater improvement
in set-up reproducibility from none at all to a certain de-
gree of immobilization [16]. In addition, there is incon-
sistency in terms of the immobilization systems used
in Hong Kong and the patient size and shape tends to
differ from foreign countries. Therefore, a study of the
set-up reproducibility between different immobilization
devices is valuable so as to improve the VMAT potency
and, hence, benefit patients within the local setting [19].
Adverse effects due to set-up errors
The role of immobilization as an essential tool to com-
pensate the occurrence of set-up errors has been docu-
mented [23]. Set-up errors, which are inevitable within
the radiotherapy course, increase the chance of inad-
equate dose to the target as well as unnecessary irradi-
ation of adjacent normal tissues [26]. For patients with
prostate cancer, the increase in set-up errors will eventu-
ally lead to higher local relapse and more severe radi-
ation reactions, such as diarrhea and radiation cystitis
[6]. This geometric uncertainty necessitates the employ-
ment of larger field margins (margins between the target
volume and the field edges) in order to achieve homoge-
neous irradiation of the target volume [27].
Other factors contributing to geometric uncertainties
Apart from set-up variations, organ motion and target
volume delineation also contribute to geometric uncer-
tainties [28,29]. The daily variation of prostate location
can be minimized by consistent rectal evacuation and
bladder preparation before treatment [30]. Also, clips
surgically inserted into the prostate gland (fiducial
markers) can demonstrate prostate motion through im-
proved treatment verification [31]. Stable bony land-
marks are often employed to aid the determination of
soft tissue motion [30]. Nevertheless, target volume de-
lineation is influenced by inter-observer variability. Even
Figure 1 Illustration of immobilization system in Hospital A.
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defined treatment protocols, as well as experienced on-
cologists, the inevitable existence of some uncertainties
has been emphasized [30].
Margin delineation
According to ICRU report 50 [32] and its refinement in
IRCU report 62 [33], PTV has been introduced to deter-
mine field directions, shapes and weightings and thus is
responsible for the dosimetric calculations and presenta-
tions. PTV is delineated from the gross tumour volume
(GTV) in two steps. GTV is first enlarged into CTV to
include the subclinical microscopic spread of disease.
CTV is then further expanded to PTV with regard to
the organ motion and set-up errors [27,32,33]. In other
words, PTV is a direct function of set-up margins [26].
In essence, the CTV-PTV margin is determined with re-
spect to geometric uncertainties.
Aims and objectives
The aims of this study were to improve the potency of
VMAT by achieving more precise patient positioning
and to study the corresponding CTV-PTV margins. The
ultimate goal was to benefit both staff and patients dir-
ectly through easier reproducibility of the treatment pos-
ition as well as reducing treatment times, improving
local control and reducing radiation side-effects respect-
ively. With reference to RapidArc treatment for prostate
cancer, the objectives of this project were to:
1. Compare the set-up reproducibility of patient
positioning with Hipfix and alpha cradle for T1-T3
prostate cancer patients.
2. Investigate the existing CTV-PTV margins in the
clinical oncology departments of two regional
hospitals.
Methods
Patient recruitment and selection
This was a retrospective study conducted in the clinical
oncology departments of two regional hospitals in Hong
Kong. Ethics approval was granted for this study by the
Departmental Research Committee, on behalf of the Hu-
man Subjects Ethics Sub-committee, at The Hong Kong
Polytechnic University. Forty prostate cancer patients,
20 from each hospital, were randomly recruited. Stage
T1-T3 prostate cancer cases, with no distant metastases,
were selected. The sample size was statistically generated
by power analysis using the latest G*Power 3.1.5 soft-
ware with α = 5%, 1 - β = 80% and effect size ≈ 0.9585, as
estimated from a similar study [16]. The staging of pa-
tients was determined as localized disease encompasses
the majority of cases in prostate cancer [4].Data collection
Currently, various immobilization systems are employed
to treat prostate cancer by EBRT in Hong Kong. The
major two are: 1) a thermoplastic Hipfix system from
waist to upper thigh with a Feetfix (Figure 1) and 2) a
whole body alpha-cradle (Figure 2). These systems are de-
scribed as using Hipfix and alpha-cradle respectively in
the following content. Hipfix was employed by Hospital A,
while alpha-cradle was adopted by Hospital B. The study
was supported by both hospitals in terms of patients’ data
collection, which included the isocentre shifts of the pa-
tients (the x, y and z dimensions). Apart from the fact that
they employed the major immobilization devices, both
hospitals were selected because of their highly comparable
protocols for localized prostate cancer EBRT with VMAT
(Table 1).
It is noted that Hospital A did not take measures for
rectal evacuation. Nevertheless, literature states that an
empty rectum protocol generally does not reduce the
variability of prostate position [34]. Therefore, bias in
favour of the alpha cradle system in Hospital B could be
ruled out.
Immobilization and positioning
In both hospitals, patients lay in supine position with
their legs slightly abducted. The Hipfix system in Hos-
pital A included a ready-made Hipfix baseplate with a
Figure 2 Illustration of immobilization system in Hospital B.
White et al. Radiation Oncology 2014, 9:29 Page 4 of 12
http://www.ro-journal.com/content/9/1/29cut-out treatment window, a Styrofoam Feetfix and a
tailor-made auqaplast sheet. The aquaplast sheet, which
was a synthetic polymer [25], was heated to 77-81°C in a
water bath. Due to its malleability after heating [16], the
pliable sheet was then stretched and moulded to con-
form to the patient’s external contours from waist to
upper thigh. The sheet was locked into the baseplate on
two lateral sides and between patients’ thighs. It was
then allowed to cool down and harden. The baseplate
was not indexed to the couch. The Feetfix was used to
assist in securing the lower legs, while a foam pad was
used to ensure patient comfort.Table 1 Comparison between protocols in Hospitals A and B
Hospital A Hospital B
Treatment technique RapidArc RapidArc
Immobilization devices Hipfix Alpha-cradle
Dose scheme 2 Gy at 100% isodose level per fraction,
5 fractions per week, to a total dose of
76 Gy in 38 fractions
Bladder preparation Drink 400 ml of water 60 minutes prior
to the scan or treatment
Rectal evacuation N.A. Bisacodyl 10 mg (oral) before
bedtime is prescribed to empty
bowel before the night of
planning CT and each treatment
unless the patient was suffering
from diarrheaIn Hospital B, the immobilization system consisted of
a metallic bar, a baseplate and an individually custom-
ized alpha-cradle with a cut-out chest support. First, a
baseplate was locked onto the couch by an indexed me-
tallic bar. The alpha cradle was chemically formed using
two foaming agents [16,25]. After mixing and placing
into a thick plastic bag with a cut-off chest support in-
side, the two agents reacted and expanded around the
patient’s body. With the slightly abducted position, the
patient’s legs were also supported by alpha cradle in be-
tween the legs. After the hardening procedure, a stable,
solid repositioning device was formed [16,25].
Computed Tomography (CT) simulation
Before CT simulation and each treatment, the patient was
instructed to empty his bladder and then drink water ac-
cordingly. Hospital A adopted a scheme whereby 400 ml
of water should be drunk 60 minutes prior to the scan or
treatment, while in Hospital B, patients were asked to
drink 400 ml of water 60 minutes before both procedures.
For Hospital B, with regard to bowel preparation, the pa-
tient was prescribed with bisacodyl 10 mg (oral) before
bedtime to empty the bowel before the night of planning
CT and each treatment, unless the patient was suffering
from diarrhea, while no bowel preparation was required
for routine prostate cases in Hospital A.
The treatment planning CT scan was performed with 3-
mm slices throughout. Coverage of the scan was from iliac
crest to perineum in Hospital A and from the third lum-
bar vertebra to anus (about 5 cm below ischial tuberosity)
in Hospital B. Patients were positioned on customized
immobilization devices. The preliminary principal plane
(PP), horizontal level (HL) and midline (ML) were ob-
tained with the aid of a laser system, which was under
regular surveillance. Contrast medium was used to outline
pelvic lymphatics. In Hospital A, PP and HL were drawn
on the Hipfix only, while ML was drawn on both skin and
the aquaplast. For Hospital B, cutaneous landmarks con-
sisted of PP and ML, while all three directions were
indicated on the alpha-cradle. Digitally reconstructed ra-
diographs (DRRs) were then prepared after treatment
planning for setup verification.
Radiotherapy planning technique
The GTV, seminal vesicles and OARs, were determined
and delineated on the CT images by oncologists with
regards to protocols. The CTV and PTV were then gener-
ated by prescribing margins to the GTV. The target volume
protocols of both hospitals are indicated in Table 2.
It can be observed that both protocols were similar.
The GTV or CTV was contoured by experienced oncol-
ogists. After the determination of target volumes and
normal tissues, RapidArc treatments using inverse plan-
ning were completed by experienced radiation therapists
Table 2 Comparison of the target volume protocols for
Hospital A & B
Hospital A Hospital B
GTV Prostate N.A.
CTV Prostate + proximal bilateral
seminal vesicle (SV)
Prostate (+ whole SV if involved)
PTV CTV + 1 cm (0.5 cm for
posterior margin)
CTV + 0.5 to 1 cm (1 cm margin
is usually used except 0.6 cm posteriorly)
White et al. Radiation Oncology 2014, 9:29 Page 5 of 12
http://www.ro-journal.com/content/9/1/29and oncologists. All forty patients were treated with 2 Gy
at 100% isodose level per fraction, 5 fractions per week, to
a total dose of 76 Gy in 38 fractions.
Treatment verification
The verification procedures were firstly done in the simu-
lator unit. Patients were positioned using the same set-up
as for the previous CT-simulation. Relatively stable bony
structures, which included sacro-iliac joints, lumbar verte-
brae, iliac crests, obturator foramen, pubic bone and is-
chial tuberosities, were used for matching the current
position with DRRs. Orthogonal check films were ob-
tained during fluoroscopy. PP and HL marks were shifted
to the level of the planning isocentres.
The remaining series of verifications were performed
in the treatment units. Before the treatment course, pa-
tients were positioned using a three-point set-up tech-
nique [25], with the aid of optical field crosswires, a
laser system and an optical distance meter. The Varian
Medical Systems On-board imager (OBI) was manipu-
lated to obtain orthogonal images. Similar to the verifi-
cation steps conducted in the simulator, each patient’s
position was finely adjusted to the designated treatment
position by matching the OBI images with DRRs with
respect to bony landmarks.
This included four directions: couch angle , medial-
lateral (ML), cranial-caudal (CC) and anterior-posterior
(AP). The deviations, which could be expressed in terms
of angular and translational (x, y, z) displacements, were
measured and shown on the OBI console. All positioning
and matching procedures were carried out by qualified ra-
diation therapists so as to minimize any threat to internal
validity. Since the OBI system manifested the actual di-
mensions of deviations, there were no magnification prob-
lems in the superimposing and matching process.
Daily and weekly OBI was performed by Hospitals A
and B respectively. Therefore, it was appropriate to col-
lect seven sets of displacements for each patient with
each set of data collected on the first day of treatment
each week.
Reproducibility estimation
Total vector error (TVE) was employed to determine
overall shift from the simulation isocentre. TVE is a
mathematical function which takes ML, CC and APerrors, which are represented by x, y and z respectively,
into account simultaneously, where TVE = (x2 + y2 + z2)1/2
[16]. As angular displacement does not affect the isocentre
matching, it was not included in this estimation. A smaller
TVE indicates higher reproducibility of the immobilization
device, so this calculation formula was adopted as it is
used worldwide [16,28,35].
In essence, the mean of 7 TVE values within a patient
was computed. As a result, twenty means of TVE from
each hospital were compared.
Determination of optimal PTV margins
As the target delineation procedures were overseen by
experienced oncologists using well-defined protocols,
the variation of target volume contouring was mini-
mized. Meanwhile, the organ motion was estimated by
bony landmarks and bladder preparation. Therefore, the
CTV-PTV margin determination in this study was based
on the isocentre shifts.
Van Herk [28,35] suggested a formula to estimate
CTV-PTV margins by ML, CC and AP errors indirectly.
PTV margin = 2.5Σ + 0.7σ, where Σ and σ are the sys-
tematic and random errors respectively. The ML, AP
and CC errors were manipulated separately to estimate
their own margins in the corresponding direction. This
formula was adopted as it is widely used and has been
justified in previous studies.
The ML margin is employed as an example. On the one
hand, the systematic error in ML direction is estimated as
follows. As 7 values of x were obtained per patient, a
total of 20 values of mean of x within each patient
x1;x2;x3…x20ð Þ were generated. The systematic error in
ML direction was defined as the standard deviation (SD)
of x1;x2;x3…x20ð Þ [26,30,36]. On the other hand, random
error was computed by calculating SD within a patient by
using the 7 values of x followed by the root mean square
of SD. In other words, random error was defined as the
root mean square of SD of all patients [26,30,36]. The sys-
tematic and random errors of the CC and AP directions
were determined in the same way.
Statistical analysis
Data analysis was conducted using both the Statistical
Package for Social Sciences (SPSS) version 9.0 and
Microsoft Office Excel 2010. The level of significance (α)
was set to 0.05.
First, the normality of the data was tested by Shapiro-
Wilkes test. If they were normally distributed (p > 0.05), the
equality of variances of two groups were tested by Levene’s
test. Equal variances were assumed when p > 0.05, while
p < 0.05 indicated an assumption of unequal variances. As
the two groups of data were independent, two-tailed inde-
pendent samples t-test were performed. Otherwise, if they
were not normally distributed (p < 0.05 in Shapiro-Wilkes
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test, was employed.
The null hypothesis was μ1 = μ2 whereas the alternate
hypothesis was μ1 ≠ μ2, where μ1 and μ2 were the popu-
lation mean of TVE using two immobilization systems.
A p-value <0.05 indicated the rejection of the null hy-
pothesis, which meant that the difference between two
groups was significantly different.
Results
In total, 140 measurements of set-up errors in each dir-
ection were collected from the OBI console, so that 7
sets of measurements were obtained per patient.
It was observed that the systematic shifts in set-up er-
rors for each patient would lead to non-zero overall de-
viations in either direction. Nevertheless, literature has
shown that the set-up errors follow a normal distribu-
tion around the isocentre [37,38]. This concurred with
the findings as both sets of data, from Hospitals A and
B, were normally distributed (p = 0.193 and p = 0.054
respectively).
TVE and mean of absolute differences
It was not reasonable to assume systematic set-up devia-
tions in any specific direction [16]. As a result, instead
of considering the direction within an axis, the mean of
absolute differences for each axis and for TVE were cal-
culated. Moreover, the standard deviations were manipu-
lated to show the variability of the corresponding mean
of absolute differences. Detailed comparisons are sum-
marized in Table 3.
The differences in CC axis and TVE value were statis-
tically significant (p = 0.000). The mean of absolute dif-
ference in CC axis for Hipfix was greater than for alpha
cradle (p = 0.000). Also, the TVE value for alpha cradle
was significantly less than for Hipfix. Though it was not
statistically significant (p = 0.051), the mean of absolute
difference in ML axis for alpha cradle was greater than
for Hipfix.
Incidence of set-up errors greater than 5 mm or 10 mm
The incidences of set-up errors greater than 5 mm or
10 mm are illustrated in Figure 3. For set-up errors
greater than 5 mm, the CC axis for Hipfix system hadTable 3 Mean absolute differences for each axis and TVE
Mean of absolute differences (mm)
for each axis and for TVE
AP CC ML TVE
Alpha cradle 0.8 ± 0.4 1.3 ± 0.5 1.8 ± 0.9 2.8 ± 0.8
Hipfix 1.0 ± 0.6 4.3 ± 2.1 1.3 ± 0.4 5.1 ± 1.9
p = 0.091 p = 0.000 p = 0.051 p = 0.000
(Data presented as mean ± standard deviation).the highest incidence, that is, 23.6%, while the ML axis
for alpha cradle system was only 3.6%. For set-up errors
greater than 10 mm, the CC axis for Hipfix system
showed the highest incidence, which was 7.9%. For the
remaining fixed axes, set-up errors greater than 10 mm
were virtually eliminated.
Margins calculated
The margins calculated for each axis using the two
immobilization systems are shown in Table 4. For the
alpha cradle system, the margin calculated in ML axis
was the largest, while the AP axis was the smallest. By
contrast, for the Hipfix system, the margin calculated in
ML axis was the smallest. The CC axis had the largest
margin for Hipfix system.
Discussion
It has been widely observed that immobilization devices
are important in positioning reproducibility [21-25,28].
In this study, the relative impact of HipFix and alpha-
cradle on the reproducibility during prostate radiother-
apy was evaluated.
Higher reproducibility for alpha cradle system
With a lower TVE value (Table 3), the alpha cradle had
a smaller overall isocentre shift than the Hipfix system,
so was more reproducible, which contradicted a previous
study [16]. However, both studies were not fully compar-
able as the alpha cradle used in the previous study
covered only from mid-thorax to below the feet. By con-
trast, the alpha cradle used in our study covered from
head to feet. The deviation in results may be due to the
fact that the larger the coverage and extension of the
immobilization system, the higher the reproducibility,
though other literature has indicated there may be a sat-
uration value for this phenomenon [39]. Another differ-
ence between these studies which may cause deviations
in the results is the patient position. In our study, Hos-
pital A employed Hipfix system to position the patient
in a supine manner, while in the other study the patients
were prone [16].
Research has shown rigid leg immobilization systems to
be more reproducible than rigid pelvic-abdominal ones
[23]. This was found when considering the average isocen-
tre shifts, as improvements when using leg immobilization
compared with alpha cradle at pelvis level were consider-
ably higher. Thus, comfortable leg position is of para-
mount importance in the set-up of supine patients [23].
The alpha cradle system, which was tailor-made for the
entire lower limb region, proffered greater reproducibility.
The materials used for constructing immobilization
systems may have also contributed to the results. Some
studies have stated that alpha cradle is less elastic
or flexible than a thermoplastic cast [39,40]. In other
Figure 3 Incidence of set-up errors greater than 5 mm and 10 mm for all three axes.
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shrink or change shape. These features may have attrib-
uted to the results since an unexpected change in the
immobilization system adversely influences its reprodu-
cibility. As a result, the reproducibility of Hipfix system
appeared to be inferior to the alpha cradle system.
In addition, the frequency of verification imaging may
have also influenced the results. As Hospital A per-
formed daily verification using OBI for routine localized
prostate cancer patients, the staff may be more reliant
on these images. As they performed verification before
each treatment fraction, they may consider the images to
be the final reference when positioning patients. This
made them less aware of the finer accuracies between
the skin marks, as well as tattoos and the laser beams,
while positioning the patients.
Mean absolute differences
The differences in mean absolute differences of CC axis
were statistically significant, while those of AP and ML
axes were not (Table 3).
In the AP direction, the performance of both immobi-
lization devices was similar, contradicting previous studies
[16,23,24]. This may be due to the fact that both immobi-
lization systems were comfortable for patients, as it hasTable 4 Systematic errors, random errors and margins
calculated for each axis (in mm)
Systematic
error
Random
error
Margin
calculated
AP Alpha cradle 0.42 1.0 1.8
Hipfix 0.58 1.2 2.3
CC Alpha cradle 0.48 1.2 2.1
Hipfix 2.13 4.2 8.3
ML Alpha cradle 0.92 1.5 3.4
Hipfix 0.44 1.1 1.9been stated that comfortable leg immobilization reduces pa-
tient rotation. This kind of rotation may attribute to shifts
of the skin marks and tattoos on the lateral aspects of the
patients, and eventually cause apparent AP shifts [23].
For the CC axis, alpha cradle system was significantly
better than the Hipfix system, but the latter performed
better in ML direction. Both findings agreed with another
study, which showed that the physical design of the
thermoplastic system is rigid in ML axis, but relatively less
rigid in CC axis [16]. Moreover, as the alpha cradle system
covered the whole body, the motion in CC direction of pa-
tients within the alpha cradle was very limited.
Incidence of set-up errors greater than 5 mm or 10 mm
The usage of 5 mm or 10 mm set-up errors has been justi-
fied in previous studies [16,23]. The CC direction using
Hipfix system accounted for the highest incidence of large
set-up errors (Figure 3). In the literature [16,23], large and
serious set-up errors, which are errors greater than 5 mm
and 10 mm respectively, were most commonly found in
CC direction too. This is attributed to the tendency for ro-
tation of hips, which predominantly affects the set-up er-
rors in CC axis. As a result, this directional predominance
of set-up deviations for pelvic irradiation was supported
by current findings. There were also occasions of large
set-up errors occurring in ML direction using alpha cradle.
This was probably due to weight loss of patients [16], as
alpha cradle does not perform as well in ML direction
under such circumstances [25].
Set-up errors greater than 10 mm were virtually elimi-
nated in all axes except the CC axes using the Hipfix
system (Figure 3), so both immobilization systems per-
formed satisfactorily in avoiding serious set-up errors.
Systematic and random errors
A systematic error is defined as the variation of the mean
displacement of patients [40]. It can also be regarded as the
Table 5 Comparison between protocols of hospitals and
margins calculated
Immobilization
device
Protocol of hospitals Margins calculated
for each axis (mm)
AP CC ML
Whole body
alpha-cradle
0.5 to 1 cm (1 cm margin
is usually used except
0.6 cm posteriorly)
1.8 2.1 3.4
Hipfix system 1 cm (0.5 cm for posterior
margin)
2.3 8.3 1.9
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average patient position throughout a fractionated course
of radiation therapy. Random error is defined as day-to-day
variation during a treatment series [40].
From Table 4, random errors were generally larger than
systematic errors. One study also investigated the system-
atic and random errors for pelvic irradiation [23]. In par-
ticular, for patients with prostate cancer, random errors
were found to be larger than the systematic errors [23].
However, another study concluded that the systematic
component was larger than the random one. This contra-
diction in findings may be due to the advancement of
techniques and technology. In fact, systematic error is
much more likely to be reduced or eliminated than ran-
dom error, as the latter is intrinsic and is very difficult to
correct [40]. With improvements in radiotherapy, the ratio
of systematic errors to random errors would decrease
gradually. It is also reasonable to find that the systematic
errors calculated in this study were generally smaller than
those previously [23], while random errors of both studies
were comparable. In the light of this phenomenon, further
investigations are required to further reduce the system-
atic component so as to minimize errors.
Both immobilization systems offered comparable re-
sults for systematic and random errors in the AP axis. In
CC axis, alpha cradle showed a substantial reduction in
both systematic and random errors, while in ML axis,
the Hipfix system provided slightly smaller systematic
and random errors. Therefore, following on from the
previous discussion about TVE values and means of ab-
solute differences, it can be concluded that alpha cradle
performed better in reducing these two types of error.
Margins calculated
As shown in Table 4, it was found that the axes for
largest and smallest calculated margins for both im-
mobilization systems were different. This pattern differ-
ence was probably due to the physical design of the
immobilization systems, as thermoplastic Hipfix system
was found to be rigid in ML direction, but relatively less
rigid in CC axis [21]. Moreover, the rigidity of alpha cra-
dle minimized any change in its shape due to the pa-
tient’s weight in AP axis. As there was no anterior cover
to the patient’s skin anteriorly, rotation of the patient
was likely to be seen using the alpha cradle system [24].
This was probably the reason for the largest margin be-
ing calculated in ML direction for the alpha cradle sys-
tem. Hence, ideally, for each immobilization system,
there should be a particular margin for each direction.
Actually, both Hospitals A and B had implemented this
notion into their posterior margin as it was usually
smaller than margins in other directions. However, this
reduction in margin is mainly due to the consideration
of rectal dose, but not set-up errors. This is of clinicalsignificance as different margins should be used for each
axis.
The second point is that no margins exceeded those in
the current protocols (Table 5). Nevertheless, the mar-
gins calculated only accounted for set-up errors, but not
organ motion and target delineation.
For the sake of comparison, the overall CTV-PTV
margins for each case were estimated. Previous studies
have suggested that the dimensions of prostate move-
ment are above or below 5 mm, with predominance in
AP and CC axes [16,41]. Furthermore, literature has re-
ported that the means of prostate motions in AP, CC
and ML axes were 6 mm, 5.9 mm and 0.5 mm respect-
ively [42]. Since these movements must be considered
when designing the PTV [16], these dimensions were
added into calculated margins so as to more accurately
estimate margins and more reliably compare them with
the ones in hospital protocols. The detailed comparison
between protocols of hospitals and margins calculated
after accounting for prostate motion in each axis, which
are called modified margins in the following content, is
illustrated in Table 6.
Due to the rectum, the posterior margins were expected
to exceed corresponding protocol requirements. This
means that with regard to the posterior direction, insuffi-
cient radiation dose would be delivered. This is somehow
inevitable so as to prevent severe and unacceptable tox-
icity of the rectum. This situation may result in poor local
control and higher risk of local relapse [43].
However, a further observation is that, after the addition
of corresponding prostate motion, the modified margin
for Hipfix system in CC direction exceeded 1 cm. This
would appear to suggest that the current margin in CC
direction for Hipfix system in Hospital A was inadequate.
However, as daily OBI was performed in Hospital A to
rectify the set-up errors, then these concerns are un-
founded. It can also be observed that the modified mar-
gins in ML axis for both immobilization systems were
significantly smaller than their corresponding protocols. It
could be suggested that the current CTV-PTV margins
for the left and right directions have the potential to de-
crease. The reduction of margin allows not only dose
Table 6 Comparison between protocols of hospitals and
modified margins
Immobilization
device
Protocol of hospitals Modified margins
for each axis (mm)
AP CC ML
Whole body
alpha-cradle
0.5 to 1 cm (1 cm margin
is usually used except
0.6 cm posteriorly)
7.8 8 3.9
Thermoplastic
Hipfix system
1 cm (0.5 cm for posterior
margin)
8.3 14.2 2.4
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http://www.ro-journal.com/content/9/1/29escalation but also reduction of unnecessary irradiation of
adjacent normal tissues [26].
Uncertainties about skin marks
As the set-up process in both Hospitals A and B relied
on the skin tattoos and skin marks, their reliability
played a crucial role in reproducibility. However, it is
common for the radiation therapists to find that the set-
up marks on the patient’s skin ‘migrate’. This occurrence
may be due to the ‘touching up’ of the skin marks by ra-
diation therapists on a day to day basis [21]. As the skin
marks gradually fade away, if they are consistently re-
placed a bit to one side, then, after a period of time, the
skin marks could be displaced by a significant distance.
The fading and blurring of skin marks also affects the
accuracy of patient positioning. Unfortunately, these are
difficult to detect, correct or quantify. To minimize the
adverse effects due to skin mark migration, one should
draw extra set-up marks on immobilization systems [21].
In both hospitals, initial skin marks may be adjusted
after consecutively large OBI deviations. As a result, the
deviations obtained afterwards may be affected. Never-
theless, this threat to internal validity could be mini-
mized by experienced and qualified radiation therapists
as well as random sampling.
Retrospective basis
As our study was retrospective, it was restrictive in that
patient-related information, such as the dimensions of
change in patient size during the course of treatment,
could not be obtained. Literature has shown that patient
size affects the reproducibility of an immobilization sys-
tem [25,41,43]. The size and shape of the patients, in-
cluding parameters such as pelvic circumference, are
examples of the most commonly investigated factors.
Song et al. [25] reported that obese patients and/or pa-
tients with pelvic circumferences greater than 105 cm at-
tributed to diminished reproducibility, especially in ML
axis. Hurkmans et al. [36] suggested that daily online
imaging and positioning corrections were valuable for
obese patients. Even if the pelvic circumferences are the
same, the shape of patients can vary. Some patients may
have a more circular body outline, while some may havea more elliptical one. This relates to the separations in
AP and ML axes. Moreover, change of size, shape and
circumference of the patient during the radiotherapy
course affects reproducibility [21]. As a result, the scope
of this study was limited by the retrospective design, and
further prospective investigations are recommended.
Use of bony landmarks
With reference to the verification images obtained, devi-
ations in position of bony landmarks were used to esti-
mate and represent the position of the target volume
and prostate. Literature has indicated that bones are not
good surrogates for the prostate as it is an organ which
regularly changes shape and volume and experiences in-
ternal movement [43]. In order to deliver the radiation
treatment more accurately, more sophisticated verifica-
tion techniques such as cone-beam CT and the Calypso
real-time tracking system are recommended [44]. Im-
plantation of fiducial markers into the prostate is an-
other alternative to better represent the location of the
target volume [40].
Influence on reproducibility by mobility of patients
The mobility of individual patients is one of the extrane-
ous variables. Besides involuntary skin movement due to
respiration or variable filling of bladder and rectum
[36,45], mobility depends on age, staging, physical state
and compliance of the patients. A positive relationship
between T-stage and the dimension of set-up errors has
previously been reported [46]. It was observed that pa-
tients with more symptomatic advanced prostate carcin-
omas found it more difficult to maintain a full bladder
state, and hence it may be more difficult for them to
maintain a stable position within the immobilization sys-
tem. Also, elderly patients often have flaccid skin which
makes the position of skin tattoos or skin marks relative
to the target volumes, uncertain [21]. The physical state
refers not only to any concurrent diseases such as
asthma but also radiation reactions including skin reac-
tions and perianal discomfort, which are often encoun-
tered by prostate patients [21]. Apart from physical
state, mental state is influential too [36]. Therefore, the
final mobility-related factor is the compliance of pa-
tients. Some patients may not be compliant or some
may contract their muscles due to anxiety and, thus,
they may be unstable and are more likely to cause large
or even serious set-up errors.
Clinical value
As the majority of routine localized prostate cancers in
Hong Kong employ Hipfix or alpha cradle systems with
OBI verification, the following clinical implications
should be noted.
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such as reducing set-up errors in a particular axis. After
determining the strengths and weaknesses, modifications
or even combinations of the systems could be used so as
to obtain improved immobilization.
Second, customized margins for each axis, or even
each direction, were essential to tailor-make the PTV.
Customized margins should be considered in the future.
Recommendations and further research
Firstly, in order to reduce set-up errors in the CC direc-
tion, it has been suggested to place tattoo marks on the
lateral aspects of the patient at isocentre level so as to line
up with the zero mark on the immobilization system [16].
Secondly, to improve reproducibility by immobilizing
the whole patient, Bentel et al. [21] extended their casts
further caudally to include the feet. Extra skin marks
and set-up marks could then be placed on the patient’s
tibia and adjacent cast respectively. Compared with only
focusing on the treatment region, these actions could
confirm the proper positioning of the patient within the
whole immobilization system. This should also be bal-
anced and justified with the consideration of resources.
Thirdly, although there was no statistical significance
in the means of absolute difference in AP direction of
both immobilization systems, the accuracy in this direc-
tion is of paramount importance in treating localized
prostate cancers. This is due to the anatomical struc-
tures as two major OARs in prostate radiotherapy, blad-
der and rectum, are located adjacent to the anterior and
posterior edges of the prostate [45].
An additional set-up parameter called isocentre-couch
distance has been shown to introduce a significant re-
duction of set-up errors in AP axis [36]. This idea has
already been adopted in some oncology departments in
Hong Kong, but its wider use is recommended.
Fourthly, Perera et al. [47] found that it was very diffi-
cult for human observers to accurately identify set-up
errors less than 5 mm when using manual methods.
Therefore, the employment of automatic registration
should be considered whenever possible. As a result, fur-
ther investigation is required. Prospective design of the
research is highly recommended so as to include the
maximum amount of information in the interested area.
Since current patient setup procedures are highly reli-
ant on the alignment of external skin marks, this causes
extraneous variables in the reproducibility of immobi-
lization systems. On the one hand, skin marks contain a
certain level of uncertainty which includes ‘touching up’
and blurring [16]. On the other hand, there is no
consistency in the position of skin marks relative to the
target volume [45]. Therefore, more direct methods,
such as patient positioning and set-up by the aid of in-
ternal markers, could be included.Finally, 3D or 4D verifications better reflect any devi-
ation of target volumes between the period of treatment
and planning. Similar or more in-depth research with
cone-beam CT, room mounted kV fluoroscopic imaging,
etcetera is anticipated. Besides, the investigation of more
than three axes would be expected in the future. This
could be done via 6D couch to account for more precise
patient positioning.
Conclusion
In conclusion, the reproducibility of the two immobi-
lization systems was compared and the CTV-PTV mar-
gins of the two hospitals were investigated. Results have
indicated that there was a significant difference between
the reproducibility of the two immobilization systems.
Generally, alpha cradle performed better than the Hipfix
system. This may be mainly due to the physical design of
the two immobilization systems, although extraneous vari-
ables such as patient mobility could affect the results.
More specifically, the CC direction contributed most to
differences in reproducibility. While AP axis showed simi-
lar results, the Hipfix system performed slightly better
than the alpha cradle system in ML direction, though it
did not reach statistical significance. The CC direction for
Hipfix system was also responsible for both the highest
incidence of large and serious set-up errors due to the ten-
dency of rotation of hips. The margins accounting for set-
up errors were calculated. After including the suggested
dimensions for prostate motion, they could then be more
reliable when compared with the hospital protocols. It has
been suggested that the margin for Hipfix in CC axis
might not be adequate. Therefore, the margins may need
to be modified as calculations related to other organ mo-
tions and target delineations were not calculated in this
study.
Further prospective investigations with the same treat-
ment protocols and more sophisticated set-up proce-
dures as well as verification techniques are needed to
determine whether Hipfix or alpha cradle systems per-
form better in terms of reproducibility and authorization
of further margin reduction.
Abbreviations
AP: Anterior-posterior; CC: Cranial-caudal; CT: Computed tomography;
CTP: Conventional treatment position; CTV: Clinical target volume;
DRRs: Digitally reconstructed radiographs; EBRT: External beam radiotherapy;
GTV: Gross tumour volume; HL: Horizontal level; IMAT: Intensity-modulated
arc therapy; IMRT: Intensity-modulated radiotherapy; IMS: Immobilization
system; ML: Medial-lateral; ML: Mid-line; MLC: Multi-leaf collimator;
OARs: Organs-at-risk; OBI: On-board imager; PTV: Planning target volume;
PP: Principal plane; PSA: Prostate-specific antigen; PTV: Planning target
volume; RA: RapidArc; SD: Standard deviation; SPSS: Statistical package for
social sciences; SV: Seminal vesicle; TVE: Total vector error; VMAT: Volumetric-
modulated arc therapy.
Competing interests
The authors declare that they have no competing interests.
White et al. Radiation Oncology 2014, 9:29 Page 11 of 12
http://www.ro-journal.com/content/9/1/29Authors’ contributions
PW contributed to the conception, design, coordination and supervision of
the study. KY interpreted the data, drafted and revised the manuscript. CS
participated in the design of study and carried out data collection. WC
participated in data acquisition and calculated total vector errors. HM
interpreted the data and was responsible for the figures. SC performed the
statistical analysis and helped to draft the manuscript. All authors carried out
literature review, read and approved the final manuscript.
Authors’ information
PW: Ph.D; LL.M (Wales); Assistant professor
KY: BSc. (Hons); Radiation Therapy graduate
CS: BSc. (Hons); Radiation Therapy graduate
WC: BSc. (Hons); Radiation Therapy graduate
HM: BSc. (Hons); Radiation Therapy graduate
SC: BSc. (Hons); Radiation Therapy graduate.
Acknowledgements
We would like to express our appreciation to the Department of Health
Technology and Informatics of The Hong Kong Polytechnic University.
Furthermore, we would like to give thanks for the support of the clinical staff
from both Hospitals A and B.
Received: 16 July 2013 Accepted: 17 January 2014
Published: 22 January 2014
References
1. Wolff D, Stieler F, Welzel G, Lorenz F, Abo-Madyan Y, Mai S, Herskind C,
Polednik M, Steil V, Wenz F, Lohr F: Volumetric modulated arc therapy
(VMAT) vs. serial tomotherapy, step-and-shoot IMRT and 3D-conformal
RT for treatment of prostate cancer. Radiother Oncol 2009, 93(2):226–233.
2. Hospital Authority: Hong Kong Cancer Registry. www3.ha.org.hk/cancereg/
e_stat.asp.
3. Mauk KL: Gerontological Nursing: Competencies for Care. 2nd edition.
Sudbury, MA: Jones and Bartlett Publishers; 2010.
4. Welch HG, Albertson PC: Prostate cancer diagnosis and treatment after
introduction of prostate-specific antigen screening: 1986–2005. J Natl
Cancer Inst 2009, 101:1325–1329.
5. National Cancer Institute: Surveillance, Epidemiology, and End Results
Program. http://seer.cancer.gov/statfacts/html/prost.html.
6. Hoskin P: External Beam Therapy. 2nd edition. Oxford: Oxford University
Press; 2012.
7. Kupelian PA, Potters L, Khuntia D, Ciezki J, Reddy CA, Reuther AM, Carlson
TP, Klein EA: Radical prostatectomy, external beam radiotherapy <72 Gy,
external beam radiotherapy ≥72 Gy, permanent seed implantation, or
combined seeds/external beam radiotherapy for stage T1–T2 prostate
cancer. Int J Radiat Oncol 2004, 58(1):25–33.
8. Potosky AL, Davis WW, Hoffman RM, Stanford JL, Stephenson RA, Penson
DF, Harlan LC: Five-year outcomes after prostatectomy or radiotherapy
for prostate cancer: the prostate cancer outcomes study. J Natl Cancer
Inst 2004, 96(18):2358–1367.
9. Potosky AL, Legler J, Albertsen RC, Stanford JL, Gilliland FD, Hamilton AS,
Eley W, Stephenson RA, Harlan HC: Health outcomes after prostatectomy
or radiotherapy for prostate cancer: results from the prostate cancer
outcomes study. J Natl Cancer Inst 2000, 92(19):1582–1592.
10. Guckenberger M, Richter A, Krieger T, Wilbert J, Baier K, Flentje M: Is a
single arc sufficient in volumetric-modulated arc therapy (VMAT) for
complex-shaped target volumes? Radiother Oncol 2009, 93(2):259–264.
11. Verbakel WFAR, Cuijpers JP, Hoffmans D, Bieker M, Slotman BJ, Senan S:
Volumetric intensity-modulated arc therapy vs. conventional IMRT in
head-and-neck Cancer: a comparative planning and dosimetric study. Int
J Radiat Oncol 2009, 74(1):252–9.
12. Hardcastle N, Tome WA, Foo K, Millwe A, Carolan M, Metcalfe P:
Comparison of Prostate IMRT and VMAT Biologically Optimised
Treatment Plans. Med Dosim 2011, 36(3):292–298.
13. Sze CK, Lee CH, Hung WM, Yau TK, Lee AWM: RapidArc radiotherapy
planning for prostate cancer: single-arc and double-arc techniques vs.
Intensity-modulated radiotherapy. Med Dosim 2012, 37(1):87–91.
14. Kopp RW, Duff M, Catalfamo HL, Shah D, Rajecki M, Ahmad K: VMAT vs.
7-Field-IMRT: assessing the dosimetric parameters of prostate cancer
treatment with a 292-patient sample. Med Dosim 2011, 36(4):365–372.15. Wu J, Haycocks T, Alasti H, Ottewell G, Middlemiss M, Abdolell M, Warde P,
Toi A, Catton C: Positioning errors and prostate motion during conformal
prostate radiotherapy using on-line isocentre set-up verification and
implanted prostate markers. Radiother Oncol 2001, 62(2):127–133.
16. Malone S, Szanto J, Perry G, Gerig L, Manion S, Dahrouge S, Crook J:
A prospective comparison of three systems of patient immobilization
for prostate radiotherapy. Int J Radiat Oncol 2000, 48(3):657–665.
17. Inoue T, Chatani M, Teshima T, Hata K, Izawa K, Sasaki J: Immobilization and
reproducibility in radiotherapy for cancer of the larynx and pharynx using
simplified shell and bite-block. Strahlenther Onkol 1985, 161(10):642–645.
18. Li W, Moseley DJ, Bissonnette JP, Purdie TG, Bezjak A, Jaffray DA: Setup
reproducibility for thoracic and upper gastrointestinal radiation therapy:
Influence of immobilization method and on-line cone-beam CT guid-
ance. Med Dosim 2010, 35(4):287–296.
19. Morita Y, Tajiri S, Sasaki J, Shiomi H, Oh R, Inoue T: Impact on
reproducibility of the treatment position by improving immobilization
device in image guided radiation therapy. Nihon Hoshasen Gijutsu Gakkai
Zasshi 2012, 68(3):254–259.
20. Bentel GC, Marks LB, Krishnamurthy R: Impact of cradle immobilization on
setup reproducibility during external beam radiation therapy for lung
cancer. Int J Radiat Oncol 1997, 38(3):527–531.
21. Bentel GC, Marks LB, Sherouse GW, Spencer DP, Anscher MS: The
effectiveness of immobilization during prostate irradiation. Int J Radiat
Oncol 1995, 31(1):143–148.
22. Rosenthal SA, Roach M, Goldsmith GW, Doggett EC, Pickett B, You HS,
Soffen EM, Stern RL, Ryu KJ: Immobilization improves the reproducibility
of patient positioning during six-field conformal radiation therapy for
prostate carcinoma. Int J Radiat Oncol 1993, 27(4):921–926.
23. Fiorino C, Reni M, Bolognesi A, Bonini A, Cattaneo GM, Calandrino R: Set-up
error in supine-positioned patients immobilized with two different mo-
dalities during conformal radiotherapy of prostate cancer. Radiother
Oncol 1998, 49(2):133–141.
24. Nutting CM, Khoo VS, Walker V, McNair H, Beardmore C, Norman A,
Dearnaley DP: A randomised study of the use of a customised
immobilisation system in the treatment of prostate cancer with
conformal radiotherapy. Radiother Oncol 2000, 54(1):1–9.
25. Song PY, Washinton M, Vaida F, Hamilton R, Spelbring D, Wyman B, Harrison J,
Chen JTY, Vijayakumar S: A comparison of four patient immobilization
devices in the treatment of prostate cancer Patients with three dimensional
conformal radiotherapy. Int J Radiat Oncol 1995, 34(1):213–219.
26. Gupta T, Chopra S, Kadam A, Agarwal JP, Devi PR, Ghosh-Laskar S, Dinshaw
KA: Assessment of three-dimensional set-up errors in conventional head
and neck radiotherapy using electronic portal imaging device. Radiat
Oncol 2007, 2(44):1–8.
27. Engelsman M, Damen MF, Jaeger KD, van Ingen KM, Mijnheer BJ: The effect
of breathing and set-up errors on the cumulative dose to a lung tumor.
Radiother Oncol 2001, 60(1):95–105.
28. Van Herk M: Errors and margins in radiotherapy. Semin Radiat Oncol 2004,
14(1):52–64.
29. Caswell N: Determination of Geometric Uncertainties and Their Inclusion Into
Margins for Three Dimensional Conformal Radiotherapy of the Prostate. School
of Chemistry and Physics, Discipline of Physics: University of Adelaide; 2005.
30. Stroom JC, Heijmen BJ: Geometrical uncertainties, radiotherapy planning
margins, and the ICRU-62 report. Radiother Oncol 2002, 64(1):75–83.
31. Algan O, Jamgade A, Ali I: The dosimetric impact of daily setup error on
target volumes and surrounding normal tissue in the treatment of
prostate cancer with intensity-modulated radiation therapy. Med Dosim
2012, 37(4):406–411.
32. ICRU Report 50: Prescribing, Recording, And Reporting Photon Beam Therapy.
Washington, DC: International Commission on Radiation Units and
Measurement. ICRU; 1993.
33. ICRU Report 62: Prescribing, Recording, And Reporting Photon Beam Therapy.
Bethesda, MD: International Commission on Radiation Units and
Measurements; 1999.
34. Darud M, Giddings A, Keyes M, Mcgahan C, Tyldesely S: Evaluation of a
protocol to reduce rectal volume and prostate motion for external beam
radiation therapy of the prostate. J of Medical Imaging and Radiation
Sciences 2010, 41(1):12–19.
35. Van Herk PY, Remeijer P, Rasch C, Lebesque JV: The probability of correct
target dosage: dose-population histograms for deriving treatment
margins in radiotherapy. Int J Radiat Oncol 2000, 47(4):1121–1135.
White et al. Radiation Oncology 2014, 9:29 Page 12 of 12
http://www.ro-journal.com/content/9/1/2936. Hurkmans CW, Remeijer P, Lebesque JV, Mijnheer BJ: Set-up verification
using portal imaging; review of current clinical practice. Radiother Oncol
2001, 58(2):105–120.
37. Hunt MA, Schultheiss TE, Desobry GE, Hakki M, Hanks GE: An evaluation of
setup uncertainties for patients treated to pelvic sites. Int J Radiat Oncol
1995, 32:227–233.
38. Hanley J, Lumley MA, Mageras GS, Sun J, Zelefsky MJ, Leibel SA, Fuks Z,
Kutcher GJ: Measurement of patient positioning errors in three-
dimensional conformal radiotherapy of the prostate. Int J Radiat Oncol
1997, 37:435–444.
39. Osei EK, Jiang R, Barnett R, Fleming K, Panjwani D: Evaluation of daily online
set-up errors and organ displacement uncertainty during conformal radi-
ation treatment of the prostate. Brit J Radiol 2009, 82(973):49–61.
40. Timmerman RD, Lei X: Image-Guided and Adaptive Radiation Therapy.
Philadelphia: Lippincott Williams & Wilkins; 2012.
41. Saw CB, Yakoob R, Enke CA, Lau TP, Ayyangar KM: Immobilization devices for
intensity-modulated radiation therapy (IMRT). Med Dosim 2001, 26(1):71–77.
42. Crook JM, Raymond Y, Salhani D, Yang H, Esche B: Prostate motion during
standard radiotherapy as assessed by fiducial markers. Radiother Oncol
1995, 37(1):35–42.
43. Van Herk M, Bruce A, Kroes AP, Shouman T, Touw A, Lebesque JV:
Quantification of organ motion during conformal radiotherapy of the
prostate by three dimensional image registration. Int J Radiat Oncol 1995,
33(5):1311–1320.
44. Alasti H, Petric MP, Catton CN, Warde PR: Portal imaging for evaluation of
daily on-line setup errors and off-line organ motion during conformal irradi-
ation of carcinoma of the prostate. Int J Radiat Oncol 2001, 49(3):869–884.
45. Beard CJ, Kijewsik P, Bussiere M: Analysis of prostate and seminal vesicle
motion: implications for treatment planning. Int J Radiat Oncol 1996,
34(2):451–458.
46. Stanley S, Griffiths S, Sydes MR, Moore A, Syndikus I, Dearnaley D: Accuracy
and reproducibility of conformal radiotherapy using data from a
randomised controlled trial of conformal radiotherapy in prostate
cancer. Clin Oncol 2008, 20(8):582–590.
47. Perera T, Moseley J, Munro P: Subjectivity in interpretation of portal films.
Int J Radiat Oncol 1999, 45(2):529–534.
doi:10.1186/1748-717X-9-29
Cite this article as: White et al.: A comparison of two systems of patient
immobilization for prostate radiotherapy. Radiation Oncology 2014 9:29.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
